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The Treatment Mall is a model of inpatient psychosocial treatment provided to adults with severe 
mental illness to deliver recovery-oriented, evidenced-based treatment and has been implemented in 
state mental hospitals across the United States. The present study is an exploratory evaluation of a 
recently implemented Treatment Mall in a state mental hospital. To evaluate this program, the 
experiences of clients (N=28), staff (N=32), and administrators (N=5) were compiled using a 
quantitative questionnaire and focused on empowerment, skill development, and satisfaction. 
Additionally, data from the hospital database (N=183) were extracted and analyzed by comparing 
frequencies of occurrence 90 days before and 90 days after Treatment Mall implementation.  The 
findings indicate that clients reported learning skills and were satisfied with how they were treated at 
the Treatment Mall. Female clients and staff viewed independent living and recovery possibilities 
significantly more positively than male clients and staff. Hospital performance indicators showed no 
significant changes pre to post implementation.  
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he revolving door phenomenon at state psychiatric hospitals is more prominent over the past few 
decades as a result of decreased lengths of stay and continued effects of deinstitutionalization 
(Langdon, Yaguez, Brown, & Hope, 2001). Increased awareness of the interconnectedness of the 
hospital and the community brings with it the hospital’s responsibility to take an active role in reducing rates of 
relapse and rehospitalization of individual’s with serious mental illness. Empirical evidence indicates that this 
connection significantly increases the individuals’ ability to maintain social, vocational, and clinical functioning 
(Boyer, McAlpine, Pottick, & Olfson, 2000; Vigod et al., 2013). Treatment Malls are now used in many states as a 
model to provide active psychosocial treatment in state psychiatric hospitals. The present study will evaluate the 
changes in hospital performance pre and post implementation of a Treatment Mall in a state psychiatric hospital in 
the Pacific Northwest.  
 
Recovery and Psychosocial Rehabilitation 
 
Treatment malls are closely related to the recovery and psychosocial rehabilitation movements in mental 
health (Bartholomew & Cook, 2013). Recovery for individuals in a state hospital is likely to be improved by 
treatment approaches that emphasize a collaborative treatment relationship, individualized treatment, hope, 
empowerment, self-responsibility, and meaningful roles (Chinman, Rosenheck, & Lam, 2000; Olfson et al., 2000, 
Ragins & Pollack, 2013). Family involvement in treatment, responsible use of medication, and collaborative 
transitions from the hospital to the community setting may also play a role in recovery from mental illnesses (Boyer 
et al., 2000; Vigod et al., 2013). Psychosocial rehabilitation is frequently used to facilitate an individual’s recovery 
by utilizing a comprehensive approach in the provision of vocational, independent living, and social/recreational 
services (Thorn, Bamburg, & Pittman, 2007). Psychosocial rehabilitation contrasts to the traditional custodial care 
T 
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model that has been common in state hospitals for decades, and has the goals of identifying the deficits in an 
individual’s repertoire of skills and improving them with the ultimate goal being the reduction or elimination of 
barriers to successful community living (Longo, Marsh-Williams, & Tate, 2002). 
 
Three major principles underlying psychosocial rehabilitation are empowerment, competence, and recovery 
(Stromwall & Hurdle, 2003). Empowerment involves individuals making choices about their treatment with the 
benefit of gaining a positive sense of self. Through empowerment, individuals become increasingly independent as 
they gain skills and change from being passive recipients of treatment, as in the medical model, to being active 
managers of their treatment and their own lives and social networks. In psychosocial rehabilitation, competence 
refers to a focus on strengths and skills, rather than symptoms and deficits.  Recovery, a term long used in substance 
abuse treatment, is “a process of change through which individuals improve their health and wellness, live a self-
directed life, and strive to reach their full potential” (SAMHSA, 2012).  The concept of recovery from mental illness 
sets an expectation for improvement, rather than life-long chronicity (Stromwall & Hurdle, 2003), and the goal for 




The term Treatment Mall has been used to describe the physical space in which psychosocial rehabilitation 
programming occurs in a psychiatric hospital where clients and staff meet for a significant portion of each day 
(Ballard, 2008). Treatment Mall programming is provided by a multidisciplinary team of staff in off-ward, 
centralized, school-like settings located away from a hospital’s residential wards, where clients receive treatment, 
education, skills training, and support (Webster et al., 2009).  “The treatment mall was developed specifically to 
deliver recovery-oriented, individualized, evidenced-based, psychiatric rehabilitation in a state psychiatric hospital” 
(Bartholomew & Cook, 2013, p. 181). The client’s individual Treatment Mall schedules are a result of a 
collaborative process between the client and his or her treatment team. The entire ward functions including staff 
duties are moved to the Treatment Mall during a significant part of every week day (Webster et al., 2009). Many off-
ward Treatment Malls bring hospitalized individuals and community members into contact with each other on a 
daily basis (Carpenter, 2002). This serves not only to increase the social opportunities and skills of the hospitalized 
individual, but also to expose community members to individuals with mental illnesses and potentially lessen the 
stigma of mental illness. Furthermore, Treatment Malls often provide community services, such as a beauty salons, 
banks, and shops, which can prepare individuals to interact with similar businesses in the community (Carpenter, 
2002). The treatment mall in the present study possessed the previous described characteristics except for 
community engagement and the provision of community services.  
 
 Another intended goal of the psychosocial rehabilitation Treatment Mall approach at state hospitals is to 
increase the involvement in treatment of hospitalized individuals with serious mental illnesses (Bopp, Ribble, 
Cassidy, & Markoff, 1996). Several researchers have found a positive correlation between involvement in treatment 
and functioning (Brekke, Ansel, Long, & Weinstein, 1999; Coleman & Paul, 2001; Dietzen & Bond, 1993; Sands & 
Cnaan, 1994; Snowden & Clancy, 1990).  
 
To date, there is very limited research on the Treatment Mall model beyond satisfaction outcomes. 
According to Bartholomew & Cook; “There are no methodologically rigorous outcome studies published on the 
effects of inpatient treatment malls” (2013 p. 183). Only one study was found that evaluated Treatment Mall 
outcomes. Longo et. al. (2002) reported the inpatient recidivism rate decreased by 9% within 6 months of Treatment 
Mall implementation and seclusion events were reduced by 50%. However, these findings were added at the end of 
an implementation article and did not include any methodological information. The literature has not yet addressed 
the impact of gender, age, time at institution, and other demographic factors as they relate to the Treatment Mall. 
 
The current study assesses the implementation of a Treatment Mall in a state psychiatric hospital in the 
Pacific Northwest. It addresses the question: “Have there been changes in the hospital's performance as perceived by 
clients, staff, and administrators and reflected by hospital performance indicators since the Treatment Mall program 
implementation?”  There were two parts to this study;  part one involved anonymous surveys of clients and staff 
using nine Likert scaled questions. Themes investigated include: (a) clients' empowerment by attending the 
Treatment Mall, (b) clients’ skill development within the Treatment Mall, and (c) respondents’ satisfaction with the 
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Treatment Mall. The second part of the study used archival data from the hospital database, including data about 
elopements, assaults by clients, the use of physical restraints and seclusions, and pro re nata (PRN) medications as 
indicators of hospital performance.  The frequencies of these indicators were compared for three month periods 
before and after implementation of the Treatment Mall program.  The results of this study provide an initial 




This study is a preliminary evaluation of the Treatment Mall at one psychiatric hospital and is exploratory 
in nature. As this study was conceptualized as a first step in the evaluation process and a way for the hospital to 
receive initial feedback, relatively short data collection time frames were utilized.  
 
The main objective of the study was to investigate Treatment Mall outcomes from the perspectives of 
multiple constituency groups.  There were three groups of participants recruited into the first part of the study.  The 
first were adult clients in the hospital attending the Treatment Mall at least 4 days per week for 3-5 hours per day for 
the past 90 days. The second were hospital staff including nurses, social workers, mental health technicians, 
occupational therapists, physical therapists, psychiatrists, and psychologists.  The third group was administrators in 
the hospital and consisted of a director from each of the previously stated professional disciplines. Only staff and 
administrators who were involved in the Treatment Mall at some level were invited to participate in the survey. 
  
 Data for the second part of the study were from clients who participated in the Treatment Mall during the 
study period. They were included if they were present both three months before and three months after the 
implementation of the Treatment Mall. An additional requirement was that the clients came from non-forensic wards 
(as mandated by the institutional review board). 
 
     The content of the survey instruments developed for the study were based on meetings with hospital staff 
and evaluation of the hospital mission statement. Similar surveys were developed for administrators, staff, and 
clients, and contained the categories of empowerment, satisfaction of the Treatment Mall, and skill development 
(See Appendix A). Scale reliability was calculated using Cronbach’s alpha (=.89) and indicated adequate internal 
consistency. Surveys were administered three months after implementation of the Treatment Mall.   
 
Data were extracted from the hospital database for PRN medication use, seclusions, restraints, and number 
of elopements for three months prior to implementation of the Treatment Mall and post implementation data were 
from three months after implementation.  
 
 The study included a total of 67 adult participants (over age 18). All clients on the adult inpatient wards 
were invited to participate in a study. Upon agreeing to learn more about the study, she/he was asked to participate 
in the study using a structured document that explained what the study was about and was subsequently asked to 
read and sign the Informed Consent document. To ensure the anonymity of their responses, numbers were assigned 
to the interview packet, which was kept separate from Informed Consent documents, and completed surveys were 
returned to a locked box available on the ward. To recruit staff and administrators, an email was delivered 
introducing the study and announced the dates of the study. Surveys were then delivered along with cover letters 
explaining the study. To ensure the anonymity of responses, numbers were assigned to the interview packet, and 
individuals were asked to keep the cover letter. Participants were asked to complete the surveys and return the 
surveys to their wards or to other locations in the hospital in a locked collection box. Data were extracted from the 
hospital database records for the selected hospital wards and study dates. All personal identifiers were excluded 
from the study data. The study was approved by the State Institutional Review Board. 
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The response rate to the survey was 32% for staff (N= 32), and 24% for administration (N=6).  Only the 
clients interested in the study completed a survey; 28 out of the 60 eligible clients responded for a 47% response rate 
(See Table 1).  
 
 Means of survey item scores (Table 2) indicate that clients agreed somewhat with the survey item 
statements and agreed most with items 4 ( = 5.6), 7 ( = 5.5), and 9 ( =5.5). These items address client views 
about learning and satisfaction with the Treatment Mall. Staff agreed most with survey items 4 ( = 5.8), 7 ( = 
5.7), and 8 (  = 6.8) related to the Treatment Mall’s benefits to clients. Administrators rated survey items 2 (  = 
6.7), and 8 (  = 6.7) highest, which addressed how clients were involved in treatment teams and took an active role 
in their recovery.    
 
 A one-way analysis of variance was conducted to evaluate the relationship between groups (stakeholders) 
and the dependent variables (questionnaire items).  The ANOVA was significant for item 2 (team) {F (2, 62) = 3.53, 
p= .035} and item 8 (role) {F (2, 64) = 14.20, p< .000}. Follow-up tests were conducted to evaluate pair wise 
differences among the means. Because the groups had unequal variances, post hoc comparisons were performed 
using Dunnett’s C test.  Administrators rated item 2, “Members of my treatment team treat me as a team member”, 
significantly higher than both staff and clients.  Although item 8 was also significant, this finding may not be 
meaningful as the staff and administrators answered a slightly different question.   
 
ANOVA tests were also performed to assess the relationship between clients, staff and administration 
survey item responses by gender. Because there were few administrator responses, staff and administration 
responses were merged into one category for the analyses. Significant differences by gender were found on the 
survey item of recovery with both clients and staff. Female clients and staff viewed item 7, related to recovery, 
significantly more positively than their male counterparts {F (1, 28) = 4.28, p=.05} and {F (1, 34) =5.93, p=.02}, 
respectively. Female clients also rated item 5, independence {F (1, 28) =3.65, p=.066}, and item 6, community {F 
(1, 28) =3.06, p=.09}, both relating to being able to function independently in the community, more positively than 
their male counterparts, with results that approached significance. Similar to female clients, female staff rated item 
5, independence, significantly more positively than their male counterparts {F (1, 34) =8.06, p=.008}.  
 
Correlation coefficients were computed among the nine survey items with age and how long the participant 
has been at the hospital. Using the Bonferroni approach to control for Type I error rate across the 11 correlations, a 
ρ-value of less than .005 (05/10 = .005) was required for significance. The length of time that staff had worked at the 
hospital was inversely correlated with the variable of independence -.44, p = .008, which approached significance. 
This indicates the longer staff worked at the hospital, the less likely they were to be optimistic about a client’s ability 




Data used to evaluate hospital performance indicators three months before and after the Treatment Mall 
implementation were from adult psychiatric wards (N=183) actively participating in the Treatment Mall. The mean 
age for the clients was 40 (SD 12); 63% were male and 37% female, 72% were never married, 19% were divorced,  
and 7% were currently married.  Eighty-five percent of the clients were Caucasian, 4.4% Native American, 4% 
African American, 3% Hispanic, 1% Asian or Pacific Islander, and 2% other. Client diagnoses included 
Schizophrenia (62.8%), mood disorders (31.1%), and other diagnoses (6.1%). Fifty-five percent of clients also had a 
past or current substance abuse diagnosis.  
 
The McNemar Chi Square test was used to test whether introducing the Treatment Mall reduced negative 
incidents pre and post implementation (Table 3).  The variables analyzed pre and post Treatment Mall included: 
PRN medications (benzodiazepines, hypnotics, antipsychotics, and pain), elopements, assaults client to client, 
assaults client to staff, seclusions, and restraints.  None of the McNemar tests were significant between pre and post 
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Treatment Mall implementation (Table 3).  Assaults client to staff (p=.125) was the variable closest to significance, 




  One purpose of this study was to help hospital personnel better understand how the implementation of the 
Treatment Mall affected clients at a state psychiatric hospital. A positive finding was that clients somewhat agreed 
with all of the items on the survey as indicated by the mean of each survey item. For most items (Table 2), staff did 
not view the Treatment Mall more positively than clients (except for item 8), which is interesting as one would 
assume staff have a greater investment in the program.  
 
      A one-way analysis of variance showed administrators viewed item 2 (team) significantly different from 
both staff and clients.  Administrators may have reported what should be occurring, while staff and clients reported 
what is actually happening. Female clients and staff (combined with administrators) viewed recovery (item 7) and 
independence (item 5) significantly more positively than the male clients and staff. Female staff also viewed 
independence after discharge (item 6) significantly more positively than male staff.   These findings indicate that 
women view recovery and community independence for clients as more likely to occur and much more positively 
than the male participants. There are many possible reasons for this finding. It may be that a small group of male 
and/or female clients and staff socialize with each other and thus influence the views of the group. This may also be 
reflected by a specific group of male clients who have very severe symptoms and limited views of independence and 
recovery. Staff members frequently work with clients of the same gender, so it is possible that this group of clients 
may have also influenced staff member views. 
 
 Correlations among age and length of stay/time employed at the hospital with the survey item scores 
indicated that the longer that staff worked at the hospital the more they reported negative views about independence 
for clients. Because staff age was not significantly correlated with any variables, we surmise that views about client 
independence were influenced by how long they worked at the hospital, not the age of staff members. This 
correlation also indicated that staff who worked at the hospital for a shorter period of time had more positive views 
about client independence. This may indicate that socialization occurred in the hospital setting which influenced 
staff views on the capacities of clients to live independent lives. A state mental hospital is also a setting in which 
clients are likely to exhibit the most severe and debilitating end of the continuum of their mental illness symptoms, 
and as the symptoms improve, they are likely discharged from the hospital. It may be that the longer staff are 
working with clients who are experiencing their most debilitating symptoms, the more they believe in the chronicity 
of symptoms and the client’s inability to function independently. 
 
Client’s age or how long they were currently hospitalized did not significantly correlate with any of the 
survey items, indicating that clients who had been hospitalized for a longer length of time had similar views about 
their ability to recover, be independent in the community, and their satisfaction with the Treatment Mall. This was a 
surprising finding, as many individuals with mental illness who are in institutional settings over longer periods of 
time tend to become socialized into limiting their independence and capabilities (Chow & Priebe, 2013). 
 
No statistical tests were significant in comparing client outcomes 3 months before and 3 months after 
Treatment Mall implementation. It is likely that changes in the culture and practices in state hospital settings take 
time and considerable supervision, support, and staff buy-in.  The implementation of a new program regardless of 
how innovative or well received will not likely have immediate change effects on entrenched cultures and practices. 
 
There are several limitations in the present study. The low staff and administrator response rate may bias 
the results reported, and the timeframe of three months before and three months after the Treatment Mall started was 
likely too short a timeframe to reflect Treatment Mall effectiveness. Floor effects of some variables (i.e. only 1 
elopement during baseline period) make it impossible to have significant or meaningful findings. Although all client 
participants attended Treatment Mall groups, it is unknown the quality of content of the provided groups or the level 
of client participation and involvement in the group process. A strength of the study is that it is a step in developing 
evaluation research on the Treatment Mall. To date, only one previous study (Longo, Marsh-Williams, & Tate, 
2002) included an aspect of evaluation on Treatment Mall outcomes. This is astounding, especially considering its 
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widespread utilization in state psychiatric hospitals in over half of the states in the United States (Google search on 
“treatment mall”, 2013). 
 
Treatment Malls have been and are being implemented in many state hospitals across the country; however, 
literature evaluating its effectiveness has been slow in coming. More research evaluating the effectiveness of 
Treatment Mall outcomes is needed, especially long term program evaluations and studies which compare 
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APPENDIX 
 
Table 1. Demographic Characteristics of Study Participants 
N = 67 Mean/Frequency SD/Percent 
Client Age (years) 34 9 
Staff Age (years) 47 10 
Administrator Age (years) 52 6 
Client Length of Stay (months) 6.2 9.3 
Employment Tenure of Staff (years) 13.6 9.8 
Tenure of Administrators (years) 19.6 11.3 
Sex of Clients (females) 13 48% 
Sex of Staff (females) 20 67% 
Sex of Administrators (females) 2 33% 
 
Table 2.  Means and Standard Deviations of Survey Questions by Participant Group 
Survey Item Admin Staff Clients p-value 
1.) I have a voice in making decisions about my 
treatment. 
4.3 (2.0) 5.1 (1.5) 5.0 (2.1) 0.61 
2.) Members of my treatment team should treat 
me/clients as a team member. 
6.7 (0.5) 4.8 (1.4) 5.0 (1.9) 0.04* 
3.) My/clients individual needs are considered when 
treatment services are offered to me. 
4.5 (1.6) 5.2 (1.4) 5.3 (1.6) 0.47 
4.) I/clients have learned useful skills by coming to 
the Treatment Mall. 
5.0 (0.6) 5.8 (1.3) 5.6 (1.7) 0.51 
5.) I/clients have become a more independent person 
by coming to the Treatment Mall. 
5.0 (0.9) 5.5 (1.3) 5.2 (2.1) 0.63 
6.) The Treatment Mall services will help me/clients 
remain in my community after my discharge. 
5.5 (1.0) 5.0 (1.7) 5.2 (2.0) 0.81 
7.) The Treatment Mall is helping me/clients in my 
recovery. 
5.8 (0.7) 5.7 (1.2) 5.5 (1.8) 0.84 
8.) I/clients am satisfied with what I am learning 
through the Treatment Mall. 
6.7 (0.5) 6.8 (0.5) 5.0 (2.0) 0.00* 
9.) I/ clients am satisfied with how I am treated at the 
Treatment Mall. 
5.9 (1.9) 5.4 (1.1) 5.5 (1.9) 0.80 
Responses to questions were coded 1=strongly disagree, 2=disagree, 3=disagree somewhat, 4=neither or agree or disagree, 
5=agree somewhat, 6=agree, 7=strongly agree 
 
Table 3. Archival Data Performance Indicators (N=183) 
N (%) Pre Post p-value 
PRN Hypnotic 12 (7) 15 (8) .690 
PRN Anti-Psychotic 25 (14) 22 (12) .728 
PRN Pain 89 (49) 80 (44) .435 
PRN Benzodiazepine 26 (14) 18 (10) .243 
Assault Client to Client 4 (2) 6 (3) .727 
Assault Client to Staff 5 (3) 1 (1) .125 
Elopements 1 (1) 4 (2) .375 
Seclusions 13 (7) 11 (6) .804 
Restraints 8 (5) 4 (3) .508 
 
